(From the Hospital for Sick Children, Great Ormond Street, Lonidon).
The following analyses (Tables I and II) confirm the work of previous investigators. The series is, however, fairly extensive, arid serves as the basis of a short discussion on the value of such estimations in clinical medicine.
tTrea was estimated by the urease method, using 3 c.cm. of blood. Cholesterol and plasma proteins were determined colorimetrically, according to the techniques of Myers and Wardell( 2) , and of W11 (3) respectively. The tables are self-explanatory. (4) ).
No doubt in certain instances the laboratory data influience(d the actual labelling of the case -when in hospital, buit by reviewing our results after an interval in the way described, we think the risk of making the diagnoses fit the figures has been reduced to a minimuim.
Bloodl (Cholesterol Estimations.
It will be seen from On the whole we have found that the cholesterol estimations are of little or no practical value in the diagnosis, prognosis or treatment of nephritis in children.
Blood Urea Estimations.
The importance of estimations of the urea conitent of the bloo(d is of courso well established, and needs no further elaboration. One point, to which we wish to draw attention, is that the normal range for children under twelve is aDparently higher than that for adults by some 10 mgm. per 100 c.em. In this respect the young are like the old, though the cause of the higher figures at the extremes of life is presumably different. The metabolism of children is more vigorous than that of adults, and this may be the cause of the higher figures in the former group. In old age the higher blood urea is probably due to the kidneys being less efficient than in young and adult life.
Determination of the blood urea-content is the only sure method of discriminating between mixed azotcemic plus hydrcemic and chronic hydraemic nephritis. Oedema may be almost as gross in the first as in the second. The mixed form, in fact, in the absence of red blood corpuscles in the urinary deposit, or possibly cardio-vascular changes, is often clinically indistinguishable from chronic hydraemic nephritis. A high figure, therefore, for the blood urea in a chronic cedematous case is certain evidence of interstitial plus parenchymatous change in the kidneys. The point is of prognostic importance, the outlook being decidedly less favourable in the mixed form of nephritis.
As regards the general utility of blood urea estimations, our experience agrees with the general consensus of opinion, that they are often invaluable in the diagnosis, prognosis and treatment of nephritis. Differential Estimations of Plasma Proteins. Table III for comparison. Our results apply to the plasma, and therefore include ftbrin, whereas his figures are for sera. The fibrin, however, is but a small percenltage of the total protein, and so we have not recalculated our globulin percentago in terms of the serum total protein as opposed to the pla8ma total protein. It w 11 be seen that in Epstein's cases of chronic parenchymatous nephritis the average globulin content is actually higher than in the normal group, whereas in ours it is a little below the normal. This fact, coupled with the lesser loss of albumin in our cases, accounts for the marked difference between the globulin per cent. of total protein in the two series: 89-2 in Epstein's series as against 46-5 (or 46 9 if expressed as percentage of the serum total protein) in our series.
The changes in the plasma proteins in the group of mnixed azotsemic and hydroemic nephritis are similar to those in the group of chronic hydraemic nephritis, though less marked in degree.
Our opinion as to the clinical value of estimations of the plasma proteins is the same as that expressed for cholesterol determinations. The 3. As an aid to the classification of the type of nephritis, the same conclusion applies.
